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Aneurysms of the coeliac trunk are rare. Conventional open surgical repair of such aneurysms involves general anesthesia
and may necessitate complex vascular reconstruction. We report on a case of a 5 cm aneurysm of the coeliac trunk in a 67-
year-old male on warfarin therapy, which was treated endoluminally. Through a transcutaneous approach via the right
femoral artery, the common hepatic artery as well as the left gastric artery were occluded with metal coils and a proximal
stenosis of the celiac trunk was dilated by percutaneous transluminal angioplasty (PTA). Subsequently a stent graft was
placed into the coeliac trunk in order to exclude the aneurysm from circulation. Interventional stent graft placement
provides a suitable therapeutic approach for aneurysms of the coeliac trunk.
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Prosthetic aortic stent grafts are nowadays frequently
used for the treatment of thoracic and abdominal aor-
tic aneurysms.1±4 Their use for treating aneurysms in
unusual locations, such as the superior mesenteric
artery, the coeliac trunk and the renal arteries, has
been reported only rarely.5±7 We report on a case of
the interventional repair of a 5 cm aneurysm of the
coeliac trunk in a male patient with a history of stroke.
Whilst conventional open surgery for enteric aneur-
ysms needs general anaesthesia and may necessitate
complex vascular reconstruction, an endovascular
approach under local anaesthesia appears very
attractive.
Case Report
A 67-year-old male patient was admitted to our hos-
pital because an aneurysm of the coeliac trunk was
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diagnosis was confirmed by computerised tomog-
raphy (CT). Three years prior to admission the patient
had experienced an infarction in the territory of the
left middle cerebral artery with minimal residual def-
icit. The CT scan obtained at admission revealed a
5 cm aneurysm of the coeliac trunk just proximal to
the trifurcation of the vessel. Both superior and infer-
ior mesenteric artery were normal.
No bowel symptoms were noted subjectively.
Neither weight gain or loss, nor any episodes of
abdominal pain at rest or after food intake were
reported and there was neither occult or overt gastro-
intestinal haemorrhage. It was decided that the aneur-
ysm should be treated because of its large size and the
risk of rupture. In a multidisciplinary setting includ-
ing vascular surgeons, interventional radiologists, and
anaesthesiologists, we decided to use a radiological
approach to treat the aneurysm.
The scheduled intervention was performed under
local anaesthesia. Transfemoral angiography revealed
a proximal 70% stenosis of the coeliac trunk proximal
to the aneurysm (Fig. 1a). A sidewinder-II-catheter
(Terumo1, Corpu Tokyo, Japan) was placed into the
coeliac trunk and used as a guide for a coaxial cathetercense.
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Fig. 1. Angiography of the aneurysm of the coeliac trunk during intervention (a). A 5 cm aneurysm can be seen in the coeliac trunk distal to a
high grade stenosis of the trunk itself (b). Possible gastric and hepatic retrograde feeders of the aneurysm are occluded with coil
embolisation while the proximal stenosis of the coeliac trunk was dilated with an 8 mm balloon (c). After stent graft placement a complete
exclusion of the aneurysm is achieved without retrograde filling of the aneurysm (d).
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U.S.A.). After confirming collateral flow to the liver
via the gastroduodenal artery from the superior mes-
enteric artery, the common hepatic and left gastric
arteries, which arose from the aneurysm, were
occluded using platinum coils.
After secure positioning of catheters in the left gas-
tric artery and common hepatic artery respectively,
both vessels were embolised with three 4 mm diam-
eter fibre coils (Boston Scientific, Boston, MA, U.S.A.)
and six 3 mm diameter Vortex Diamond shape coils
(Boston Scientific, Boston, MA, U.S.A.) (Fig. 1b). An
Amplatz super stiff guide wire was then positioned in
the splenic artery. The proximal stenosis of the celiac
trunk was dilated with an 8 mm Olbert balloon cath-
eter (Medi-tech) (Fig. 1c). Because of excessive kinking
of the splenic artery it was impossible to place the
available 5 cm long stent graft far enough into the
splenic artery; the tail of the stent graft would have
protruded into the abdominal aorta. As a shorter stent
graft was not available at that time, the intervention
was terminated and a shorter graft ordered.
At the second intervention performed one month
later a shorter stent graft (WallgraftTM Endoprothesis
11F, diameter 12 mm, length 30 mm) was introduced
and placed in the celiac trunk without complications.
Angiography confirmed successful coiling of the
common hepatic artery and left gastric artery without
retrograde filling of the aneurysm as well as complete
exclusion of the aneurysm from the circulation
(Fig. 1d). The patient was discharged from hospital
on the next day without any complications. CT scan
revealed 3 months after the first intervention
confirmed successful elimination of the coeliac aneur-
ysm without evidence of endoleak.
Discussion
Enteric aneurysms are rare clinical findings. Larger
aneurysms are associated with a higher risk of rupture
which lead to life-threatening bleeding. Even though
the aneurysm of the coeliac trunk in our patient was
clearly asymptomatic, we decided to treat it by stent
graft approach in order to minimise the risk of spon-
taneous rupture.
Conventional open vascular surgery for the treat-
ment of coeliac trunk aneurysms requires general
anaesthesia, is a complicated procedure and is asso-
ciated with increased morbidity and mortality inpatients with a previous history of stroke. Since the
aneurysm was asymptomatic and the repair was
carried out as an elective intervention, a stent graft
procedure was clearly favourable in this setting.
Aneurysm exclusion by alternative means, such as
coiling, which is frequently used especially in cerebral
aneurysms, was not suitable in this situation due
to the conformation of the coeliac aneurysm with a
large neck.
The kinking of the splenic artery was the limiting
factor for the placement of the chosen 5 cm long stent
graft as the relatively stiff introducer system could
not be introduced beyond the first tortuous curve
of the splenic artery. Thus, we were compelled to
place a shorter stent graft at a second intervention.
Clearly, a two-stage approach with a 1 month period
between the two interventions was not ideal, but the
patient remained asymptomatic during this period.
In conclusion, a stent graft approach for the treat-
ment of aneurysms of the coeliac trunk, especially as a
prophylactic approach, provides exclusion of the
aneurysm with successful haemodynamic results
and early recovery of the patient after intervention.
This approach is minimally invasive, can be per-
formed under local anaesthesia and the patient can
be discharged early after the procedure. Serial
follow-up examinations including CT scans should
be performed to assess possible endoleaks and refill-
ing of the aneurysm.
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